A retrospective review of the casenotes of 403 children admitted to hospital with febrile convulsions was performed to estimate the frequency of symptomatic urinary tract infection and examine medical practice in making this diagnosis. A total of 228 (56%) children had urine cultured: 150 bag specimens, 76 clean voided samples, and two suprapubic aspirates. There were 13 'probable' and six 'possible' infected urine samples together representing 5% of the whole study population (n=403), 8% of those having urine cultured (n=228), and 12% of those providing uncontaminated urine samples (n= 155 Urine samples showing a mixed growth of organisms more than 103 cfu/ml were deemed to be contaminated and urine samples which grew less than 103 cfu/ml were considered to be sterile.
The lack of a universal policy in the management of urinary tract infection in childhood has been recognised in a recent report from the Royal College ofPhysicians (RCP).' Recommendations were made regarding management, research, and audit. In particular the early diagnosis and treatment of urinary tract infection in febrile children with possible concomitant illness was emphasised. This is important as urinary infection in early childhood may cause renal scarring, especially if there is a delay in treatment. This may lead to later hypertension, reduced glomerular filtration rate, and renal failure.2 3 In women it may lead to pregnancy induced hypertension and complicated delivery.4 Vesicoureteric reflux may be present in a third of infants with urinary tract infection and has implications for other family members also.5
There is, therefore, a serious penalty for failing to diagnose and treat urinary tract infection. At the same time a false positive diagnosis will unnecessarily subject a healthy infant to inappropriate investigations including micturating cystourethrography. For these reasons it is essential to develop policies that facilitate early and accurate diagnosis. This study was carried out before the RCP report and aimed to assess the local paediatric approach to establishing, or Urine samples showing a mixed growth of organisms more than 103 cfu/ml were deemed to be contaminated and urine samples which grew less than 103 cfu/ml were considered to be sterile.
Results
During the 24 month period studied there were 13 801 paediatric medical admissions to the three hospitals in South Glamorgan of which 432 (3-1%) were attributed to febrile convulsions. Notes were retrieved for 403 (93%); there were 169 girls (42%) and 234 boys (58%) with a mean age of 24 months (range 1-71 months).
Lee, Verrierjones One hundred and ninety one children underwent blood tests which included white cell count, haemoglobin, glucose, calcium, urea and electrolyte concentrations, virological studies and blood culture. One hundred and thirty two children had radiography of the chest and/or skull. Swabs were taken from the ears, nose, throat, or skin in 182 children; 65 children had cerebrospinal fluid examined.
A total of 228 urine samples were cultured: 150 (66%) were collected into sterile plastic bags; 76 (33%) were clean voided or midstream samples; and two (1%) were collected by suprapubic aspiration. Table 1 shows the clinical diagnoses made at discharge. Table 2 shows the results of urine culture. Urine samples were contaminated in 56 of 163 (34%) bag specimens and 17 of 86 (20%) of clean voided samples. Twenty six of 112 girls (23%) and 47 of 150 boys (31%) provided contaminated samples and 56 of the 73 contaminated samples (77%) were from children under 24 months. The two suprapubic aspirates were sterile. Table 3 shows clinical details and results of urine culture and microscopy in the children with urinary tract infection: 13 'probable' and six 'possible'. The figure displays the frequency of urinary tract infection which varies according In this study, the proportion of children detected with bacteriuria was between 5% and 12%. The true proportion is dependent on the number of false negative and positive results and the number of children in whom urine was not cultured but who nevertheless had undetected urinary tract infection (see figure) . Infant feeds: the oops factor The oops factor must be one of the most frequent of historical regulators. It is a prime cause of wars, disasters, plague, and famine. Fairly recent memory serves to show that it may bring about the demise of prime ministers, ensures a rapid turnover of cabinet and lesser ministers, has forced the resignation of one US president, and has been prominent in the administrations of at least two others. In medicine there is the grand international oops factor such as leads to babies being born without limbs or people dying of AIDS and there are the local and personal oops potentials we all battle with from day to day. (In one respect clinical audit is a procedure for the avoidance or modification of oops.) Infant formula feeding is a procedure replete with oops potential, so much so that the manifest safety of most infant formulas must be a source of considerable relief (phew! factor). Notable oops outbreaks have given rise to pyridoxine deficiency in the 1950s, and phosphate and solute overload in the 1960s and 70s.
Between March 1978 and August 1979 two soy based formulas marketed in the US and one in Spain were grossly lacking in chloride. Babies fed on these formulas fed poorly, failed to thrive, became weak and lethargic, vomited, and developed a metabolic alkalosis with a low serum chloride and potassium. When given extra chloride they rapidly recovered from their acute illness.'
Reports of follow up ofsome of these children have shown cognitive and language impairments. Now Thomas Kaleita, Marcel Kinsbourne, and John Menkes (Developmental Medicine and Child Neurology 1991;33:626-35) have described a distinctive syndrome of cognitive and behavioural impairments in 11 of 13 children. All children were seen because of parental concern about their development after they were fed on the chloride deficient milk and when examined they were aged 5 to 10 years. Two children had global cognitive impairment. The 11 were all of normal overall intelligence but showed an expressive language disorder, 'attention deficit hyperactivity disorder', and visual-motor, and fine motor problems. This grouping of features is unusual in other children with cognitive and behavioural deficiencies.
Makes you think, doesn't it?
